tion of the omentopexy class could have produced a better collateral circulation than Nature (almost left to herself) did in that case. It is possible that the inflammation connected with the cholelithiasis may have favoured the development of the vascular channels (including the newly formed vessels) concerned in the collateral circulation.
Case of Patchy Gangrene of the Toes due to Vasomotor
Injury.
By P. JENNER VERRALL, F.R.C.S. THIS case has been previously shown at the Section of Orthopaedics; further light on the diagnosis is now sought from this Section.'
Patient, a male, aged 23, who in 1918 injured his right leg in an omnibus collision. There was no fracture or skin lesion, but there was great swelling of the limb with immediate paralysis of all muscles below the knee. I first saw him one and a half years ago when the paralysis remained and there were small black gangrenous patches on the toes. Loss of sensation was confined to the toes and part of the adjacent dorsum of the foot and the electrical reactions of the muscles were normal. The whole leg was somewhat blue and cold. I was informed that the patches appeared one and a half years after the injury.
Under treatment the gangrenous patches healed except for discoloured spots but in spite of contrast baths, &c., the paralysis remains and the leg still swells if allowed to hang down. In July last I stripped off the coats of the popliteal artery, but up till now this has had no effect. The artery is normal in size and there is good pulsation in the posterior tibial artery. The possibility of malingering and dermatitis artefacta has been excluded to my satisfaction.
I take this to be a case of vasomotor disturbance with associated functional paralysis. Thrombo-angeitis obliterans is excluded by the normal size of the arteries. The patient is not a Jew and he does not smoke to excess.
Burrows (British Medical Journal, February 2, 1918) gives an exhaustive description of arterial injuries with which my own experience agrees. Neither he nor I have seen this condition as a result of injury to arteries in the distal limb segment and the anaesthesia here is not of a stocking type. It has been suggested that there is an arterial lesion higher up but I can see no evidence of this. I should be much obliged for suggestions as to diagnosis and treatment.
Dr. F. PARKES WEBER remarked on the muscular atrophy in the affected (right) lower extremitv, together with the coldness, lividity, weak arterial pulsation, glossy skin, and partial aneesthesia, in the foot. All this, he maintained, could only be explained by supposing that at the time of the accident in 1918 the main artery supplying the limb was gravely injured. Perhaps the internal coat was ruptured, or the internal and middle coats, as happened in a case reported by Sir Anthony Bowlby in the Transact'ions of the Pathological Society of London for 1891 (vol. xlii, p. 79) . In Bowlby's case there were other injuries which caused the patient's death, but before death collateral circulation had evidently been partially established in the right upper extremity. At the necropsy it was found that the internal and middle coats of the right subclavian artery had been completely divided (as if by the application of a ligature) and the vascular lumen had been blocked. In the present case, Dr. Weber thought, the collateral circulation had never been sufficient, and the patient's present symptoms were due to that circumstance. He would compare the case to one which he (Dr. Weber) had described in the American Jotrnal of Medical Sciences for May, 1894, (vol. cvii, p. 534) about four years after the original injury. Mr. H. Burrows' had admirably drawn attention to the anmesthesia following injuries to the main artery of a limb. In his (Dr. Weber's) case the anmesthesia of the foot and lower part of the leg was at first, as in Mr. Burrows' cases, of the " stocking-type " or " glove-type," involving only the distal part of the limb. In hysterical anEesthesia of similar distribution the proximal border of the antesthetic area was, Dr. Weber believed, more sharply defined than in these cases of organic arterial (ischeniic) origin. WThen patients with anaesthesia of arterial (ischaemic) origin had partially recovered the anesthesia was probably in most cases no longer strictly of the " stocking " or " glove " type. It was not so four years after the injury in his (Dr. Weber's) case and it was not so at present in Mr. Verrall's case. There remained the question, of course, whether Mr. Verrall's patient would be able gradually to make more use of the affected limb if he tried to do so and if he got a " job." The patient appeared unfortunately somewhat too contented with his present History.-In 1917, while in the army, suffered from attacks of retching, leading occasionally to vomiting. These attacks passed off, but he never felt really fit, being easily tired and depressed.
In April, 1923, he consulted his medical man, complaining of a return of nausea and vomiting, loss of weight and night sweats. He was referred to the tuberculosis officer, who could find no conclusive evidence of tuberculosis.
In August, 1923, he became rapidly worse, with pain in the chest, mostly on the right side, cough and shortness of breath. For a few days at a time he would feel slightly better, but then for a fortnight he would be very ill, with vomiting, headache and an exacerbation of the chest symptoms. He noticed this periodicity himself.
In December, 1923, he was admitted to the Royal Chest Hospital, under the care of Dr. L. R. Shore, being still under suspicion for tuberculosis. No evidence of tuberculosis could be found, and Dr. Shore suspected a mediastinal tumour or a mass of glands compressing the bronchi, especially on the right side.
In January, 1924, he was transferred to St. Bartholomew's Hospital in care of the Surgical Professorial Unit, and at that time a gland was found enlarged in the posterior triangle of the neck on the right side. This gland was
